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Y 000 Initial Comments

This Statement of Deficiencies was generated as
a result of the annual State Licensure survey and
a Complaint Investigation conducted in your
facility on 9/8/08. This State Licensure survey
was conducted by the authority of NRS 449.150,
Powers of the Health Division.

The facility is licensed for eight Residential
Facility for Group beds for elderly and disabled
persons, and/ or persons with chronic illnesses,
and/ or persons with mental ilinesses, Category
Il residents. The census at the time of the survey
was seven. Seven resident files were reviewed
and three employee files were reviewed. One
discharge file was reviewed.

Complaint # NV00019093 was unsubstantiated.

The following deficiencies were identified:

Y 103 449.200(1){d) Personnel File - NAC 441A

558=F

NAC 449.200

1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
(d) The health certificates required pursuant to
chapter 441A of NAC for the employee.

This Regulation is not met as evidenced by:
NAC 441A.375 Medical facilities, facilities for the
dependent and homes for individual residential
care: Management of cases and suspected
cases,; surveillance and testing of employees;
counseling and preventive treatment.

Y 000

Y 103

If deficiencies are cited, an approved plan of correction must be returned within 10 days after reckipt ofthis statement of deficiencies.
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1. A case having tuberculosis or suspected case
considered to have tuberculosis in a medical
facility or a facllity for the dependent must be
managed in accordance with the guidelines of the
Centers for Disease Control and Prevention as
adopted by reference in paragraph (h) of
subsection 1 of NAC 441A.200.

2. A medical facility, a facility for the dependent or
a home for individual residential care shall
maintain surveilfance of employees of the facility
or home for tuberculosis and tuberculosis
infection. The surveillance of employees must be
conducted in accordance with the
recommendations of the Centers for Disease
Control and Prevention for preventing the
transmission of tuberculosis in facilities providing
health care set forth in the guidelines of the
Centers for Disease Control and Prevention as
adopted by reference in paragraph (h) of
subsection 1 of NAC 441A.200.

3. Before initial employment, a person employed
in a medical facility, a facility for the dependent or
a home for individual residential care shall have
a

(a) Physical examination or certification from a
licensed physician that the person is in a state of
good health, is free from active tuberculosis and
any other communicable disease in a contagious
stage; and

(b) Tuberculosis screening test within the
preceding 12 months, including persons with a
history of bacillus Calmette-Guerin (BCG)
vaccination.

If the employee has only completed the first step
of a 2-step Mantoux tuberculin skin test within the
preceding 12 months, then the second step of the
2-step Mantoux tuberculin skin test or other
single-step tuberculosis screening test must be
administered. A single annual tuberculosis
screening test must be administered thereafter,
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unless the medical director of the facility or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

4. An employee with a documented history of a
positive tuberculosis screening test is exempt
from screening with skin tests or chest
radiographs unless he develops symptoms
suggestive of tuberculosis.

5. A person who demonstrates a positive
tuberculosis screening test administered pursuant
to subsection 3 shall submit to a chest radiograph
and medical evaluation for active tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(g) of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of
employees for the development of pulmonary
symptoms. A person with a history of tuberculosis
or a positive tuberculosis screening test shall
report promptly to the infection control specialist,
if any, or to the director or other person in charge
of the medical facility if the medical facility has not
designated an infection control specialist, when
any pulmonary symptoms develop. If symptoms
of tuberculosis are present, the employee shall
be evaluated for tuberculosis.

Based on record review on 9/8/08, the facility did
not ensure that 2 of 3 employees had the
required tuberculosis (TB) documentation.
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NAC 449.274

5. Before admission and each year after
admission, or more frequently if there is a
significant change in the physical condition of a
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the
resident's physician.
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Findings include; |2]9
Employee # 2 - Date of hire 5/6/06. The Forms o éL %}
employee's file contained proof the employee 7 v e ' (;\"
tested positive for TB on 5/30/06 and a negative e o_.,[e.oﬂ O oAl i &
chest x-ray report dated 6/1/06. The file did not ~- - A,A./[ ed U
contain a TB symptom surveillance form or a N
copy of a negative chest x-ray report required for Qu L Qo [9 [ 8 W “+L
those who test positive for TB in 2007 and 2008. L\-— 4“ S ‘}k

) ? h) e
Employee #3 - Date of hire 5/16/06. The _ A@* (A
employee's file contained proof the employee [ I -}4,5-/ a T&
tested positive for TB on 6/12/06 and a negative +
chest x-ray report dated 6/14/06. The file did not é\a,,—w PTe~ suadenllance
contain a TB symptom surveillance form or a
copy of a negative chest x-ray report required for _ é .
those who test positive for TB in 2007 and 2008, [j or st
Lo
wro QfM .

This is a repeat deficiency from the annual State .
Licensure survey completed 7/12/07. M~ ! B )
Severity: 2 Scope: 3 wal / é - sfﬁ"‘ < & (s

Y 859| 449.274(5) Periodic Physical examination of a Y 859 . l P_

S$8=D| resident ~ f{k%lo [
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This Regulation is not met as evidenced by:
Based on record review on 9/8/08, the facility did
not obtain the results of a physical examination of
a resident by their physician prior to admission for
2 of 7 residents residing in the facility. The facility
also did not obtain the resuits of an annual
physical examination for 1 of 7 residents residing
in the facility for longer than a year.

Findings include:

Resident #5 - Date of admission was 8/1/07. The
resident's file did not contain the results of a
physical examination prior to admission to the
facility and an annual physical examination of the
resident by a physician for 8/1/08.

Resident #6 - Date of admission was 8/14/08.
The resident's file contained an undated physical
examination report.

Severity: 2 Scope: 1

449.2742(1)(a)(1) 449.2742(1)(a)(1) Medication
Administration

NAC 4492742
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medications shall:
{a) Ensure that a physician, pharmacist or
registered nurse who does not have a financial
interest in the facility:

(1) Reviews for accuracy and
appropriateness, at least once every 6 months
the regimen of drugs taken by each resident of

Y 859

Y 870
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the facility, including, without limitation, any
over-the-counter medications and dietary
supplements taken by a resident.

This Regulation is not met as evidenced by:
Based on record review on 9/8/08, the facility did
not ensure that a medication profile review was
performed by a physician, pharmacist or
registered nurse at least once every six months
for 3 of 7 residents residing in the facility for
longer than six months.

Findings include:

The files of Residents #3, #4 and #5 did not
contain medication profile reviews in the record

Severity: 1 Scope: 2

Y 943 449.2749(1)(j) Resident file
8$8=

NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(j) A document signed by the administrator of the
facility when the resident permanently leaves the

Y 943
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facility.
This Regulation is not met as evidenced by:
Based on record review on 9/8/08, the facility did
not ensure proper documentation was completed
regarding a discharged resident. — 0 ,/1\' /I
g 9 g Lo Cw“f
Findings include: 61/,
There was no evidence of discharge [
documentation for Resident #8 . ?
OQ; = C/LO A i D v l
Severity: 1 Scope: 1 '
YAB45 449.2704(1-5) Rate Agreement YA645 '
8s=C

NAC 449.2704

The administrator of a residential facility shall,
upon request, make the following information
available in writing:

1. The basic rate for the services provided by the
facility;

2. The schedule for payment;

3. The services included in the basic rate;

4. The charges for optional services which are
not included in the basic rate; and

5. The residential facility's policy on refunds of
amounts paid but not used.

This Regulation is not met as evidenced by:

T L(""-' e C\S'Y"-‘{‘C’Lr\_ .
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Based on record review on 9/8/08, the facility did
not ensure that a rate agreement was provided
for 5 of 7 residents signed by the Administrator
and the resident or a representative for the
resident.
Findings include: p,_,}.- { (\_4—& 44— 2D H L'L Cann FW
Resident #3 - Date of admission was 9/28/07. . QM-
The file did not contain a copy of a rate H s #H L o~d =# T
agreement signed by the Administrator and the )
resident or a representative for the resident. Q.@ e r_ 7[ < LUl { / , }/”/ﬂ
Resident #4 - Date of admission was 3/11/08. .
The file did not contain a copy of a rate be cuonle Lo wom~
agreement signed by the Administrator. f
Resident #5 - Date of admission was 8/1/07. The Dol s~ Q- A
file did not contain a copy of a rate agreement
signed by the Administrator and the resident or a - ke [ VS WY I NS
representative for the resident. b’
Resident #6 - Date of admission was 8/14/08. Ore % ol L anod
The file did not contain a copy of a rate ' ‘ [ P
agreement signed by the Administrator. /’,g\ o~ O ggv [a_\' Coenpe feod ,
Resident #7 - Date of admission was 2/20/06. -~
The file did not contain a copy of a rate 7“1’“”/‘“ e pcored /Q-—Lf?*—fé
agreement signed by the Administrator and the .
resident or a representative for the resident. Qrdl  Covp? o ol
%4‘\9 A s A (fs-x
Severity: 1 Scope: 3 rolo w2
o N
YA930| 449.2749(1)(a-j) Resident File YAS30
58=F
NAC 449.2749
1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
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facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation;

(a) The full name, address, date of birth and
social security number of the resident.

{b) The address and telephone number of the
resident's physician and the next of kin or
guardian of the resident or any other person
responsible for him.

{c) A statement of the resident's allergies, if any,
and any special diet or medication he requires.
{d) A statement from the resident's physician
concerning the mental and physical condition of
the resident that includes:

(1) A description of any medical conditions
which require the performance of medical
services;

(2) The method in which those services must
be performed; and

(3) A statement of whether the resident is
capable of performing the required medical
services.

(e) Evidence of compliance with the provisions of
chapter 441A of NRS and the regulations
adopted pursuant thereto.

(f) The types and amounts of protective
supervision and personal services needed by the
resident.

(g) An evaluation of the resident's ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shall prepare
such an evaluation:

(1) Upon the admission of the resident;

(2) Each time there is a change in the mental
ar physical condition of the resident that may
significantly affect his ability to perform the

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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activities of daily living; and

(3) In any event, not less than once each year.
{(h) A list of the rules for the facility that is sighed
by the administrator of the facility and the resident
or a representative of the resident.
(i) The name and telephone number of the
vendors and medical professionals that provide
services for the resident.
(i) A document signed by the administrator of the
facility when the resident permanently leaves the
facility.

This Regulation is not met as evidenced by;
NAC 441A.380 Admission of persons to certain
medical facilittes, facilities for the dependent or
homes for individual residential care: Testing;
respiratory isolation; medical treatment;
counseling and preventive treatment,
documentation. (NRS 441A.120)

1. Except as otherwise provided in this section,
before admitting a person to a medical facility for
extended care, skilled nursing or intermediate
care, the staff of the facility shall ensure that a
chest radiograph of the person has been taken
within 30 days preceding admission to the facility.
2. Except as otherwise provided in this section,
the staff of a facility for the dependent, a home for
individual residential care or a medical facility for
extended care, skilled nursing or intermediate
care shall:

{a) Before admitting a person to the facility or
home, determine if the person:;

{1) Has had a cough for more than 3 weeks;

(2) Has a cough which is productive;

{(3) Has blood in his sputum;

{4) Has a fever which is not associated with a
cold, flu or other apparent illness;

(5) Is experiencing night sweats;

(B) Is experiencing unexplained weight loss; or

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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(7) Has been in close contact with a person who
has active tuberculosis.

(k) Within 24 hours after a person, including a
person with a history of bacillus Calmette-Guerin
(BCG) vaccination, is admitted to the facility or
home, ensure that the person has a tuberculosis
screening test, unless there is not a person
qualified to administer the test in the facility or
home when the patient is admitted. If there is not
a person qualified to administer the test in the
facility or home when the person is admitted, the
staff of the facility or home shall ensure that the
test is performed within 24 hours after a qualified
person arrives at the facility or home or within 5
days after the patient is admitted, whichever is
sooner.

(¢) If the person has only completed the first step
of a two-step Mantoux tuberculin skin test within
the 12 months preceding admission, ensure that
the person has a second fwo-step Mantoux
tuberculin skin test or other single-step
tuberculosis screening test. After a person has
had an initial tuberculosis screening test, the
facility or home shall ensure that the person has
a single tuberculosis screening test annually
thereafter, unless the medical director or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

3. A person with a documented history of a
positive tuberculosis screening test is exempt
from skin testing and routine annual chest
radiographs, but the staff of the facility or home
shall ensure that the person is evaluated at least
annually for the presence or absence of

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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symptoms of tuberculosis.

Based on record review on 8/8/08, the facility did
not ensure that 5 of 7 residents met the
requirements for tuberculosis (TB) documentation
and failed to perform an activities of daily living
{ADL) assessment on admission or annually for 4
of 7 residents.

Findings include:

Resident #1 - Date of admission was 6/27/08. Rews dodd # 1
The resident's file did not contain documentation CA‘V“!‘O e

the resident completed the required two-step TB
skin testing.

Resident #2 - Date of admission 8/1/08. The , . e [3/99/0?
resident's file contained a negative chest x-ray Kosiolead # 2 Ll ne
report dated 2/4/08. The file did not contain . [ . : i

evidence in the form of a positive skin test, a Com Form MQ ook
physician statement that the resident had tested QA ADL 0wt et -
positive for TB, or proof of a TB symptom
surveillance form. The resident’s file did not
contain an ADL assessment upon admission to

the facility.

Resident #3 - Date of admission was 9/28/07. N 0({,\{\:[ =+ 3 L ARl
The resident's file did not contain documentation _ ,
the resident compieted the required two-step TB C‘;&w—!—o “w— 20D [ re resit
skin testing. The resident's file did not contain an . . N
ADL assessment upon admission to the facility. Qrol AOL anses """
Resident #6 - Date of admission was 8/14/08. - - [ g I

The file contained no documentation the resident e~ o clond #6 JHLL' i
completed the required two-step TB skin testing. el - —

The resident's file contained an ADL assessment e =< 1L(!f“ s

form which was blank. S T At (2D ¢

Resident #7 - Date of admission was 2/20/06. O [ e W TNT

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies... nen
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YAQ30 | Continued From page 12 YAQ30
. ) | | Resvolnt = 7 Lilo \.)e"’
The resident's file did not contain documentation ) A’{
the resident completed the required two-step TB A O c,pw—\ru; w oo fb..l_abp (e
skin testing at the time of admission. The file ) ; )
contained proof the resident received a one-step 17 & akia qturd Q@ ~ol {
TB skin test on 2/19/07. The file also contained AD - A4
documentation of a one-step TB skin test on L OsSebSynan®
8/25/08. Because the two one-step skin tests ‘ 3/35’&
were more than twelve months apart, they do not ]Q L o&wf- T é., {e W™ ] / ,
qualify as a two-step TB skin test. To comply with
NAC 441A, the resident needs to complete an (34, N VISV EN. 7‘*&
additional one-step TB skin test. The additional
skin test would be combined with the 8/25/08 skin Ot ,
test and qualify as a two-step TB skin test. The . oeel Ao e
resident’s file did not contain an ADL assessment o m-{—al@ ,/\3 e k
upon admission to the facility or annual ADL N X
assessments for 2007 and 2008. «f’e\cﬂ alf s ol S
Q()-J.J [ "&\L« o y J\Le)(-
This is a repeat deficiency from the annual State i — Y .
Licensure survey completed on 7/12/07. ’ILWD ‘a"l'i f’ [ Q"b g
Severity: 2 Scope: 3 —-""—%'{ Qeol E"LH}O
— D - . - /
Y9999 Final Observations yooso |12 Okin el ot
/QD L O sess —~cts
NRS 449.095 Operator of residential facility for
groups: Posting of license and rates for services. —r&_ N e e Qyol oof,f\_
A person who operates a residential facility for
groups shall: I | BN A
1. Post his license to operate the residential g\\
facility for groups; and Conpllance
2. Post the rates for services provided by the [O
residential facility for groups,
in a conspicuous place in the residential facility

for groups.
Based on observation and interview on 9/8/08,
the facility failed to post rates for services
provided.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Findings include:

The facility did not have rates posted for services
provided. Interview with administrator revealed
she was not aware that rates had to be posted in
the facility.

Severity: 1 Scope: 1

é_oul L'laﬂ .

/QQ,-L,L Imo.é &Lm%
”()oswL—c?‘e C.’:l[ -,LLM . pﬁ

o ey i
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